Vaginal anaerobic infection is the most common cause of vaginal discharge in women. We present a case of recurrent vaginal anaerobic infection and cervical carcinoma and discuss the association of the two conditions. More frequent cytology/colposcopy may be indicated in women who give a history of recurrent or persistent vaginal anaerobic infection. (Genitourin Med 1997;73:306-307 
Introduction
Bacterial vaginosis is the most common cause of vaginal discharge in women with a prevalence of 29% in gynaecology outpatient attenders with symptoms of vaginitis' and accounting for 55 539 new female attendances in genitourinary medicine clinics in the UK. 2 In 35% of women who initially respond to therapy bacterial vaginosis recurs within 3 months. 3 Recurrences, especially when early, are usually associated with persistent residual biochemical abnormalities and probably represent relapse rather than reinfection. 3 We present a case of recurrent vaginal anaerobic infection and cervical carcinoma and discuss the association between the two conditions. Case report A 34 year old white woman presented to the genitourinary medicine clinic in April 1995 with a 2 month history of offensive yellow vaginal discharge and irregular menstruation. Metronidazole and Augmentin had been prescribed by the general practitioner with no benefit. Gynaecological history included polycystic ovarian disease; cervical cytology in 1992 had been negative. ,B Haemolytic strep- tococci and ureaplasma were isolated from a high vaginal swab, and erythromycin was commenced. Anaerobes were isolated from a post-treatment sample and were repeatedly isolated for the succeeding 9 months despite numerous courses of metronidazole, clindamycin, and doxycycline. On some but not all of these visits, bacterial vaginosis was diagnosed by the presence of three of the four Amsel criteria' (the amine test is not performed in this clinic). None of these courses of treatment resulted in significant symptomatic improvement and all post-treatment high vaginal swabs grew anaerobes. In September 1995 it was noted that the patient remained very symptomatic despite treatment. The patient subsequently defaulted and was recalled in November 1995 at which time she complained of intermenstrual bleeding. Cervical cytology was performed and was associated with bleeding. Cytology was reported as borderline changes with numbers of unusual possibly atypical glandular cells present (fig 1) . The patient was referred to the gynaecologists for colposcopy and further investigation. On review in January 1996 the cervix appeared necrotic in keeping with malignancy. Radical surgery confirmed the presence of a stage IB2 poorly differentiated cervical adenosquamous carcinoma (fig 2) . 
